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Abstract
Background: Shoulder pain is common in primary care, and has an unfavourable outcome in many patients.
Information about predictors of shoulder pain related sick leave in workers is scarce and inconsistent. The
objective was to develop a clinical prediction rule for calculating the risk of shoulder pain related sick leave for
individual workers, during the 6 months following first consultation in general practice.
Methods: A prospective cohort study with 6 months follow-up was conducted among 350 workers with a new
episode of shoulder pain. Potential predictors included the results of a physical examination, sociodemographic
variables, disease characteristics (duration of symptoms, sick leave in the 2 months prior to consultation, pain
intensity, disability, comorbidity), physical activity, physical work load, psychological factors, and the psychosocial
work environment. The main outcome measure was sick leave during 6 months following first consultation in
general practice.
Results: Response rate to the follow-up questionnaire at 6 months was 85%. During the 6 months after first
consultation 30% (89/298) of the workers reported sick leave. 16% (47) reported 10 days sick leave or more. Sick
leave during this period was predicted in a multivariable model by a longer duration of sick leave prior to
consultation, more shoulder pain, a perceived cause of strain or overuse during regular activities, and co-existing
psychological complaints. The discriminative ability of the prediction model was satisfactory with an area under
the curve of 0.70 (95% CI 0.64–0.76).
Conclusion: Although 30% of all workers with shoulder pain reported sick leave during follow-up, the duration
of sick leave was limited to a few days in most workers. We developed a prediction rule and a score chart that
can be used by general practitioners and occupational health care providers to calculate the absolute risk of sick
leave in individual workers with shoulder pain, which may help to identify workers who need additional attention.
The performance and applicability of our model needs to be tested in other working populations with shoulder
pain to enable valid and reliable use of the score chart in everyday practice.
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Background
Shoulder pain is common with a one-year prevalence
ranging between 5% and 47% [1,2]. [3,4] In a general
practice population a one-week prevalence of 21% and
one-month prevalence of 18% were reported [5]. A Finn-
ish study [6] reported a one-year incidence of shoulder
pain of 14% among forestry workers. Shoulder pain has
an unfavourable outcome in many patients. About 50%
of all new episodes of shoulder disorders presented in pri-
mary care show complete recovery within 6 months[7-9],
while after one year this proportion increases to only
60%[8]. In an occupational study a one year persistence of
shoulder pain of 55% was reported[6]. Especially in a
working population loss of productivity and sick leave
may be an important consequence of shoulder pain[10].
In a systematic review of the literature we summarized the
available evidence from 16 studies focusing on the prog-
nosis of shoulder pain [11]. Only six studies were of rela-
tively high quality. In an occupational setting strong
evidence for predicting poorer outcome was only found
for age (45–54 years). There were no studies of sufficient
quality, which studied sick leave as unfavourable outcome
[11]. Evidence for the prognostic value of psychological
factors or the psychosocial work environment was lacking
[2].
It has been suggested that many factors play a role in the
occurrence of new episodes of shoulder pain, including
work-related physical and the psychosocial factors
[12,13]. Individual factors seem to determine whether
persons with these musculoskeletal complaints take sick
leave [13]. Possibly, these 0k leave, and may help to iden-
tify workers who need additional attention. We per-
formed a cohort study among workers who had presented
shoulder pain to their general practitioner, and followed
them for 6 months. Our objective was to develop a score
chart to identify workers who will report at least 1 day of
shoulder pain related sick leave during 6 months follow-
ing first consultation for their complaints.
Methods
Study population
Between January 2001 and June 2003, 103 general practi-
tioners recruited workers with a new episode of shoulder
pain in three geographic areas in the Netherlands
(Amsterdam, Groningen and Maastricht). Workers were
selected if they were 18 years or older of age, had a paid
job (all kind of workers, either on a permanent or a tem-
porary contract), and had not consulted their GP or
receive any form of treatment in the preceding 3 months
for the afflicted shoulder. Sufficient knowledge of the
Dutch language was required to complete written ques-
tionnaires. Exclusion criteria were serious physical or psy-
chiatric conditions (i.e. fractures or dislocation in the
shoulder region; rheumatic disease; neoplasm; neurologi-
cal or vascular disorders; dementia). There was no restric-
tion with respect to type of work or occupation, or
whether or not the patient was on sick leave at the time of
consultation.
Management of shoulder pain
All workers received standardised treatment according to
the 1999 version of the Dutch guidelines for shoulder
complaints issued by the Dutch College of General Practi-
tioners[14,15] which consists of information on the prog-
nosis of shoulder pain, advice regarding provoking
activities, and stepwise treatment consisting of paraceta-
mol, NSAIDs, corticosteroid injection or referral for phys-
iotherapy. The GP made the decision regarding the
content of treatment based on duration and severity of
pain and disability. The participating general practitioners
were educated and trained to apply treatment according to
this guideline.
Some GPs may have advised participants regarding return
to work, but in the Netherlands this is primarily the task
of an occupational physician.
Prognostic factors
Within a few days after consultation all workers received a
questionnaire by post and completed it (approximately
40 minutes). The questionnaire contained questions on
sociodemographic variables, disease characteristics; phys-
ical activity, physical work load, psychosocial work envi-
ronment, and psychological factors. Disease
characteristics included pain intensity (0–10 point rating
scale), shoulder pain related disability, pain onset, dura-
tion of symptoms, previous episodes of shoulder pain (i.e.
having had at least one week of shoulder pain in the past),
sick leave (due to shoulder pain) in the two months prior
to consultation, and comorbidity. Physical activity was
measured with a single question (less/equally/more active
than others). A physical examination was carried out by
trained assistants. Research assistants were trained thor-
oughly, and consistency was checked during several meet-
ings. In some centres the research assistant was either a
physiotherapist or another assistant with experience with
examining patients with musculoskeletal pain.
Physical work load was measured with a self-constructed
scale of 7 questions (yes/no) concerning pushing and
pulling, lifting weights; working with vibrating tools, lift-
ing weight on one shoulder, working with hands above
shoulder level, repetitive movements, and sitting in the
same position for a long period of time. Each item was
scored positive if the participant performed the activity on
at least two days a week. Factor analysis showed that the
first five items reflected one dimension (total score 0–5,
Crohnbach's α = 0.74). Repetitive movements and sitting
were analysed as separate items.BMC Musculoskeletal Disorders 2006, 7:97 http://www.biomedcentral.com/1471-2474/7/97
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The pychosocial work environment was assessed with five
dimensions of the Job Content Questionnaire (JCQ)[1],
which measures all dimensions of the widely used
Demand-Control-Support model. On a four point scale
(totally disagree, disagree, agree, totally agree) workers
rated several aspects of their work. The JCQ consists of the
dimensions quantitative job demands (5 questions, sum-
score 5–20); skill discretion (5 questions, sumscore 5–
20); decision authority (3 questions, sumscore 3–12); co-
worker support (4 questions, sumscore 4–16) and super-
visor support (4 questions, sumscore 4–16), as proposed
by Karasek et al.[16,17] and clinimetrically evaluated by
De Jonge et al.[18].
Previous research had shown that psychosocial factors
may be important in the transition from acute to more
chronic pain problems. One of the objectives of our
cohort study was to test this hypothesis. The bio psycho-
social model, and in particular the fear-avoidance beliefs
model was used as a theoretical framework when selecting
our prognostic factors. All mentioned factors are elements
of these theoretical models. The following psychological
variables were measured: pain coping, anxiety, depres-
sion, somatization, distress, fear-avoidance beliefs, kinesi-
ophobia, and beliefs regarding the causes of shoulder
pain. Pain coping was assessed with the 43-item Pain
Coping and Cognition List (PCCL)[19], consisting of the
subdomains catastrophizing (1–6 points), coping with
pain (1–6 points), internal (1–6 points) and external
locus of control (1–6 points). Anxiety (0–24 points),
depression (0–12 points), somatization (0–32 points),
and distress (0–32 points), were measured with the 50-
item Four-Dimensional Symptom Questionnaire (4DSQ)
[20]. Fear-avoidance beliefs were assessed using the 4-
item physical activity subscale of the Fear Avoidance
Beliefs Questionnaire (FABQ; 0–24) [21]. Kinesiophobia
was measured using two items of the Tampa Scale for
Kinesiophobia (TSK; 0–12) [22]. Participants were also
asked about their beliefs regarding the possible cause of
shoulder pain: unexpected movement; strain during
unusal activities; overuse or strain or during regular activ-
ities; trauma; sports injury; or unclear (yes/no). Finally,
our baseline questionnaire included a general one-item
question regarding the presence of psychological prob-
lems: "Do you have any psychological complaints, such as
distress, depression, or anxiety?" (yes/no).
Function of the shoulder joint and cervicothoracic spine
were tested during a physical examination. For the gleno-
humeral joint active and passive abduction, passive exoro-
tation [23], and shoulder impingement [24] were tested.
Two alternative functional tests, HIB (Hand-in-back) and
HIN (Hand-in-neck) [25,26] measured on a 7-point scale
(score 0 = very poor range of motion, score 7 = full range
of motion) were performed as well. The assistant made an
estimation of the range of motion in degrees (°).
During all mobility tests self-reported pain was assessed
on a 4-point scale (0 = no pain; 3 = severe pain). A factor
analysis on the results of a physical examination in a sim-
ilar population of patients with shoulder pain resulted in
four factors: shoulder mobility, shoulder pain, neck
mobility, and neck pain [27].
The factor 'shoulder mobility' consisted of 6 mobility
tests: HIB, HIN, active abduction, passive abduction,
external rotation, and Impingement. For calculation of
the sum score (0–18 points) variables were recoded into a
4-point scale, with 0 reflecting full range of motion and 3
points reflecting very poor range of motion. HIB/HIN
scores were recoded as: score 7 = 0; score 5 and 6 = 1; score
3 and 4 = 2; score 1 and 2 = 3. Abduction (active and pas-
sive) was recoded as 170–180° = 0; 140–170° = 1; 90–
140° = 2; 0–90° = 3. External rotation was recoded as
>80° = 0; 70–80° = 1; 50–70° = 2; <50° = 3. During the
impingement test pain was measured (0 = no pain; 3 =
severe pain). The factor 'shoulder pain' (0–18 points) con-
sisted of the sum of the pain scores during the mobility
tests.
The factor 'neck mobility' (0–4 points) consisted of rota-
tion of the cervicothoracic spine in neutral, flexed, and
extended position and lateral bending. These range of
motion tests were scored as (1 = decreased range of
motion, and 0 = no decreased range of motion). The fac-
tor 'neck pain' (0–18 points) consisted of the sum of the
pain scores during flexion and extension of the neck, rota-
tion in a neutral, flexed and extended position, and lateral
bending.
Outcome measurements
The outcome was measured by postal questionnaires at 6
weeks, 3 and 6 months. Our primary outcome measure
was sick leave due to shoulder pain (yes = ≥ 1 day, no = 0
days). Secondary outcome measures were patient per-
ceived recovery, shoulder disability, measured with the
16-item shoulder disability questionnaire (SDQ; 0–100)
[28], shoulder pain (0–10 numeric rating scale) [29], and
severity of the main complaint (0–10 numeric rating
scale) [30]. We studied the relationship between our pri-
mary and secondary outcome measures to determine if
workers reporting sick leave during follow-up showed
higher levels of pain and disability.
Analysis
Missing values of patient characteristics were imputed
(approximately 2% of all required values). Imputation
was based on the correlation between the variable with
missing values with the other patient characteristics. Uni-BMC Musculoskeletal Disorders 2006, 7:97 http://www.biomedcentral.com/1471-2474/7/97
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variable logistic regression analyses were performed for all
potential prognostic indicators with our primary outcome
measure, i.e. sick leave during 6 months following first
consultation. Variables that had a statistically significant
association with the outcome (p-value ≤ 0.20) were
selected for the backward selection in the multivariable
analysis and checked for co-linearity. If the correlation
between two potential predictors was larger than 0.5, we
included in our multivariable analysis the predictor that
was considered to be most relevant to the general practi-
tioner and was easy to measure. We adopted a hierarchi-
cally approach in the variable selection in which easily
obtainable predictors were included first. Therefore, vari-
ables were selected in blocks of increasing effort to obtain
during consultation: 1) socio-demographic factors and
disease characteristics; 2) physical factors; 3) psychosocial
work environment; 4) psychological factors; 5) physical
examination. Variables with the lowest predictive value
were deleted from the model until further elimination of
a variable resulted in a statistically significant lower model
fit estimated with the likelihood ratio test (p ≤ 0.20).
Prediction models usually provide too extreme estimates
when no correction is applied in the development phase.
Therefore, we used bootstrap samples to estimate a
'shrinkage factor' (between 0 and 1) [31]. The regression
coefficients were subsequently multiplied with this
shrinkage factor to prevent the model for overfitting and
overoptimism. Bootstrap samples were drawn with
replacement (100 replications) from the full data set. The
backward selection of variables and model fitting was
repeated within each bootstrap sample. Bootstrapping
techniques were also used to study the internal validity of
the final prediction model [31,32]. The model's perform-
ance obtained after bootstrapping can be considered as
the performance that can be expected in similar future
patients. All analyses were performed using S-plus 6.1
(Insightful Corp., Seattle, WA, USA).
Evaluation of the model
The reliability of the multivariable model was determined
with the Hosmer-Lemeshow goodness-of-fit statistic [33].
Calibration of the model predictions, which is related to
reliability, was assessed by plotting the predicted individ-
ual probability against the observed sick leave. For this,
workers were grouped into quintiles according to their
predicted probability for sick leave according to the
model. The prevalence of the endpoint within each quin-
tile represents the observed probability. The area under
the receiver-operating characteristic curve (ROC) was used
to assess the performance of the model in terms of accu-
racy of correct prediction. The ROC-curve is a plot of the
true positive rate (sensitivity) against the false-positive
rate (1-specificity) of the model. The curve illustrates the
ability of the model to discriminate between workers with
and without sick leave at subsequent cut-off points along
the range of the predicted probabilities. An area under the
curve (AUC) of 0.5 indicates no discrimination above
chance, whereas an AUC of 1.0 indicates perfect discrimi-
nation.
Prediction of an individual patient's risk
We developed a clinical prediction rule for sick leave dur-
ing 6 months following first consultation, to provide gen-
eral practitioners and occupational health care providers
with an estimate of the absolute risk of sick leave for indi-
vidual workers. Since we used logistic regression, the
probability (P) of sick leave was predicted with P = 1/[1+
exp- (a0 + b1x1 + ...... + bjxj)]. The status of a patient for any
dummy or binary variable included in the prediction rule
can be either 0 or 1, while for a (semi) continuous variable
it takes the actual observed value.
Score chart
To facilitate the calculation of an individual worker's risk,
we developed a score chart. We multiplied the regression
coefficients by 4 and rounded them to the nearest integer
to form the scores for each of the predictors. The scores of
predictors which are reviewed positively are added to cal-
culate the 'Total score'. This total score corresponds to risk
of sick leave during follow-up.
The study was approved by the Medical Ethics Committee
of the VU University Medical Center, Amsterdam, the
Netherlands.
Results
Study population and follow-up
A total of 350 workers with shoulder pain in primary care
completed the baseline assessment. Table 1 lists the base-
line characteristics. At 6 months 298 (85%) workers
returned the postal questionnaire. The drop-outs at 6
months (n = 52) showed significantly (p < 0.10) more
pain of the shoulder (2.4 versus 2.3 points) and the neck
(2.8 versus 2.6 points) at physical examination and less
decision authority (4.4 versus 5.5 points) at baseline.
During the 6 months following first consultation 30%
(89/298) of the workers reported at least one day of sick
leave (primary outcome measure) because of their shoul-
der pain, for 25 sick leave was limited to the first 6 weeks
of follow-up. 16% (47/298) of the workers reported more
than 10 days of shoulder pain related sick leave in 6
months.
Management of shoulder disorders
At first consultation most workers (n = 253, 73%)
received a wait and see policy, paracetamol, or NSAIDs.
Furthermore at first consultation, 35 workers (10%)
received an injection with corticosteroid, 41 workersBMC Musculoskeletal Disorders 2006, 7:97 http://www.biomedcentral.com/1471-2474/7/97
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Table 1: Baseline characteristics of a working population with shoulder disorders (n = 350), and univariable associations with sick leave 
(yes/no) during 6 months following first consultation in general practice
Variable n (%)@ OR 95% CI pa
Demographic
Age (years); mean (SD) 45 (11) 1.0 1.0, 1.0 0.26
Gender: male 193 (55) 0.9 0.5, 1.4 0.56
Education 0.02
Low* 98 (28) -
Middle 148 (43) 0.5 0.3, 0.9
High 99 (29) 0.4 0.2, 0.9
Disease characteristics
Duration of complaints 0.77
0–6 weeks* 139 (40) -
7–12 weeks 77 (22) 1.1 0.6, 2.1
>3 months 134 (38) 0.9 0.5, 1.5
Sick leave at baseline in preceding 2 months <0.001
0 weeks* 254 (74) -
≤1 weeks 44 (13) 1.8 0.9, 3.9
>1 weeks 46 (13) 3.3 1.6, 6.9
Gradual onset (vs. acute) 212 (61) 1.0 0.6, 1.6 0.89
Opinion regarding cause
Unexpected movement 16 (5) 1.7 0.5, 5.6 0.36
Strain/overuse: unusual activities 56 (16) 0.5 0.2, 1.1 0.08
Strain/overuse: regular activities 99 (28) 2.4 1.4, 4.1 <0.001
Injury 15 (4) 4..4 1.4, 15.3 0.01
Sport injury 22 (6) 0.5 0.1, 1.7 0.26
Unknown 133 (38) 1.4 0.9, 2.4 0.17
Shoulder complaints in the past 199 (57) 1.4 0.8, 2.3 0.19
Neck complaints in the past 165 (48) 1.5 0.9, 2.4 0.11
Dominant side involved 210 (60) 1.5 0.9, 2.4 0.15
Co-existing psychological complaints 27 (8) 5.4 2.0, 13.9 <0.001
Additional musculoskeletal complaints
Neck/high back 119 (34) 1.6 1.0, 2.7 0.07
Low back pain 61 (17) 1.3 0.6, 2.4 0.50
Upper extremity 96 (27) 1.4 0.8, 2.5 0.21
Lower extremity 77 (22) 0.7 0.4, 1.3 0.30
Shoulder pain (0–10); mean (SD) 4.5 (2.3) 0.01
0–3 points* -
4–6 points 2.4 1.3, 4.5
7–10 points 2.3 1.2, 4.5
Shoulder disability (SDQ) (0–100); mean (SD) 58.4 (24.0) 1.9 0.8, 4.8 0.24BMC Musculoskeletal Disorders 2006, 7:97 http://www.biomedcentral.com/1471-2474/7/97
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Physical examination
ROM shoulder (0–18) (median, IQR) 3 (2–5) 0.7# 0.3, 1.6 0.74
Pain shoulder with movement (<12, ≥ 12 points) 6.3 (4.0) 2.9# 1.3, 6.7 0.03
ROM neck (0–4) (median, IQR) 0 (0–1.5) 1.2# 0.7, 2.2 0.41
Pain neck with movement (0–18) (median, IQR) 0 (0–3) 1.1 1.0, 1.3 0.01
Physical factors
Physical work load (0–5) (median, IQR) 1.6 (1.6) 1.3 1.1, 1.5 0.01
Repetitive movements (yes/no) 279 (80) 1.0 0.6, 1.9 0.97
Sitting in static position for long duration (yes/no) 138 (40) 1.2 0.7, 1.9 0.54
Physical activity in comparison to others 0.09
more active* 130 (37) -
equally active 158 (45) 1.5 0.9, 2.7
less active 60 (17) 2.2 1.1, 4.5
Psychological factors
Coping; mean (SD)
Catastrophizing (1–6) 2.2 (0.8) 1.6 1.1, 2.2 0.01
Coping with pain (1–6) 2.9 (1.0) 2.6# 0.4, 17.9 0.44
Internal locus of control (1–6) 3.4 (0.9) 1.5# 0.4, 5.5 0.76
External locus of control (1–6) 3.1 (0.9) 1.9# 0.3, 14.2 0.76
4DSQ (median, IQR)
Distress (0–32) 0 (0–2) 4.4$ 1.3, 15.5 0.01
Depression (0–12)b 0 (0-0) -
Anxiety (0–24)b 0 (0-0) -
Somatization (0–32) 2 (0–4) 3.0$ 1.0, 9.1 0.05
Fear-avoidance (0–24); mean (SD) 14.4 (5.0) 1.1 1.0, 1.1 0.04
Kinesiophobia (0–12); mean (SD) 3.3 (3.4) 1.7# 0.5, 5.3 0.07
Psychosocial work environment
Quantitative job demands (5–20); mean (SD) 12.8 (2.7) 1.4# 0.6, 3.0 0.68
Skill discretion (5–20); mean (SD) 15.3 (2.8) 1.8& 0.6, 5.3 0.57
Decision authority (3–12); mean (SD) 9.4 (1.8) 0.8 0.7, 0.9 <0.001
Co-worker support (4–16); mean (SD) 12.3 (2.0) 10.1& 1.1, 92.4 0.07
Supervisor support (4–16); mean (SD) 11.2 (2.5) 2.0& 0.9, 4.2 0.20
SD = standard deviation; IQR = Inter quartile range; ROM = Range of Motion; 4DSQ = Four-dimensional symptom questionnaire. aVariables with a 
univariable p-value ≤ 0.20 were selected for the multivariable analysis. bORs haven't been computed due to empty cells in the cross-tables. @or 
otherwise stated *Reference category. #In case of non-linear associations continuous variables were divided into categories. The table presents the 
Odds Ratio (OR) for the highest versus lowest category. &ORs were computed for lowest versus highest categories. $Variable was dichotomised. 
(lowest versus middle and high category).
Table 1: Baseline characteristics of a working population with shoulder disorders (n = 350), and univariable associations with sick leave 
(yes/no) during 6 months following first consultation in general practice (Continued)BMC Musculoskeletal Disorders 2006, 7:97 http://www.biomedcentral.com/1471-2474/7/97
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(12%) were referred for physiotherapy and 17 workers
(5%) received other therapies.
Prognostic model
The univariable associations of the determinants with
shoulder pain related sick leave during the 6 months fol-
lowing first consultation are presented in Table 1. Only
variables which showed an univariable association (p ≤
0.20) were selected for the backward stepwise selection.
Table 2 presents the variables for the prediction model
after backward stepwise analysis. In the backward analysis
the blocks physical factors, psychosocial work environ-
ment, psychological factors, and physical examination
did not result in a better model fit. A longer duration of
sick leave prior to consultation, higher shoulder pain
intensity, strain (overuse) as a result of usual activities and
co-existing psychological complaints were associated with
a higher risk of sick leave during 6 months. The multivar-
iable regression coefficients were additionally shrunk
(shrinkage factor = 0.72) to obtain optimism corrected
predictions for new workers.
Evaluation of the model
The reliability of the model was adequate, according to
the Hosmer-Lemeshow statistic, with a non-statistically
significant p-value of 0.13. Figure 1 shows the calibration
of the prediction model. The plotted points are rather
close to the 45° line, demonstrating good calibration over
the whole range of the predictions. The distribution of the
predicted risk ranges between 15 and 75% (Figure 2). The
AUC of 0.70 (95% CI 0.64–0.76) represents satisfactory
discrimination.
Score charts
Figure 3 shows the score chart for predicting sick leave
during 6 months after first consultation. As an example, a
worker with sick leave at baseline of 2 weeks (3 points), a
score of 5 points on the shoulder pain scale (2 points),
and whose shoulder pain is caused by usual activities (3
points), has a total score of 8 points corresponding to a
risk of 50–60% for sick leave during 6 months after con-
sultation.
Discussions and Conclusions
In this study we developed a score chart to predict shoul-
der pain related sick leave during 6 months following first
consultation. A longer duration of sick leave prior to con-
sultation, shoulder pain, a perceived cause of strain or
overuse during regular activities and co-existing psycho-
logical complaints were associated with a higher risk of
sick leave during 6 months following consultation.
Outcome
Even though 30% of all participants reported sick leave
due to shoulder pain in the 6 months following consulta-
tion, only 16% reported sick leave during at least 10 days.
This seems to indicate that in our population, despite per-
sisting pain and disability in many workers, sick leave was
neither a very frequent nor long-lasting problem. An
explanation could be that we did not select a specific occu-
pational group with a higher risk of sick leave due to
shoulder pain. Our population contained all kind of
workers, irrespective of physical work load or the psycho-
social work environment. Persistent symptoms, pain, and
disability were also found among those who remained at
work (data not shown). It may be possible that shoulder
pain, sleeping problems, disability did cause loss of pro-
ductivity in workers who continued working. However,
were unable to assess measures of performance or produc-
tivity in this study.
Prognostic factors
The conceptual model we used for selecting candidate pre-
dictors during the design of our study was a biopsychoso-
cial model of pain, in which factors potentially
influencing the perception of pain are described: clinical
Table 2: Multivariable model with predictors of shoulder pain related sick leave during 6 months following first consultation (n = 298)
Variable OR 95% CI
Sick leave at baseline (in preceding 2 months)
0-weeks*
≤1 week 1.7 0.8–3.6
>1 week 2.2 1.0–4.7
Shoulder pain (0–10)
0–3 points*
4–6 points 1.7 0.9–3.2
7–10 points 1.9 0.9–3.9
Strain, overuse: usual activities (yes/no) 1.9 1.1–3.5
Co-existing psychological complaints (yes/no) 4.0 1.5–10.8
*Reference categoryBMC Musculoskeletal Disorders 2006, 7:97 http://www.biomedcentral.com/1471-2474/7/97
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disease characteristics, psychological factors (pain cogni-
tions, fear avoidance beliefs, distress), physical work load,
and the psychosocial work environment. Evidence for the
influence of these factors on the prognosis of shoulder
pain is, as yet, limited. In a systematic review [11] of the
literature we found strong evidence only for age (45 – 54
years) as a predictor for poorer outcome in occupational
populations. In our study no association was found for
age with sick leave. It has previously been suggested that
psychological factors, such as inadequate pain cognitions
and pain behaviour are likely to predict a poor outcome
of painful musculoskeletal conditions [2]. Furthermore,
there is evidence that the psychosocial work environment
(e.g. decision authority and job satisfaction) [12] and
heavy physical work load (e.g. pushing and pulling, repet-
itive work) [12,34] may be associated with an increased
risk of new episodes of shoulder pain. Our study, how-
ever, shows that these risk factors do not predict sick leave
among workers who have consulted a GP for their shoul-
der pain. We assessed physical work load with a simple
checklist consisting of items that have been shown to pre-
dict the occurrence of shoulder pain. A more extensive or
specific measurement of physical work load might have
revealed stronger associations between physical exposures
and shoulder pain related sick leave, but such an assess-
ment was not feasible within this large primary care pop-
ulation. Participants were not recruited in specific
occupational settings, meaning that a wide variety of jobs
and tasks were performed.
The baseline scores on psychological and work-related
psychosocial variables were generally low in our popula-
tion. Significant univariable associations with sick leave
during follow-up were found for several factors (distress,
somatisation, catastrophising, fear avoidance, decision
authority, and co-worker support), but in a multivariable
model these factors had little to add to a few general and
simple questions regarding the presence of psychological
complaints, strain or overuse, pain intensity and sick leave
at baseline. The prediction rule, consequently, contains
easy to derive predictors. The prediction rule rather accu-
rately estimates the risk of sick leave in individual workers
with shoulder pain, and may help to identify workers who
need additional attention.
Model fit and discrimination
The calibration plot (Figure 1) showed that the predicted
probability categories were close to the ideal line. This
indicates that in general the model was rather well cali-
brated over the complete range of predicted probabilities.
The optimism corrected AUC of 0.70 implied satisfactory
discrimination between shoulder patients with and with-
out sick leave.
We did not enrol a 'true' inception cohort, in the sense
that all patients were enrolled very early in the course of
their disease Our cohort was a mixed population of
patients who still worked at the time of consultation, had
recently reported sick leave, or already had been off work
due to shoulder for a long period of time. It would be
informative to develop separate prognostic models for
workers without current sick leave, and those with long-
standing or previous sick leave at presentation in order to
assess whether the effects of potential predictors such as
pain intensity or psychological problems differ in relevant
subgroups. In our population, however, the number of
patients reporting previous sick leave was small. Identifi-
cation of relevant subgroups is an important next step in
research, which may result in the development of predic-
tion rules with optimal performances in terms of calibra-
tion and discrimination.
Generalisability
GPs are consulted about two times each month for a new
episode of shoulder pain [3]. Given exclusion criteria we
might have expected about 1 patient each month per prac-
tice. Not all practices participated for 2,5 years, for exam-
ple, 30 practices in one geographical were involved in the
study for a period of 8 months. It is difficult to estimate
how many eligible patients were not invited to participate,
but it is not unlikely that our GPs enrolled only half of all
eligible subjects. Few patients refused to participate. GPs
indicated that it was mostly time constraints or the fact
that they forgot to invite patients. The characteristics of
our study population are not dissimilar to those of
Calibration plot showing the observed probability versus the  predicted probability for sick leave in workers with shoulder  pain during 6 months following first consultation Figure 1
Calibration plot showing the observed probability versus the 
predicted probability for sick leave in workers with shoulder 
pain during 6 months following first consultation.BMC Musculoskeletal Disorders 2006, 7:97 http://www.biomedcentral.com/1471-2474/7/97
Page 9 of 11
(page number not for citation purposes)
another population with neck or shoulder problems
recruited in Dutch general practice [35]. We have there-
fore no reason to assume that our sample constitutes a
highly selective sample of workers'
The response to the questionnaires was satisfactory in our
study. Yet, selective dropout can be an important draw-
back even if the proportion of loss to follow-up is small.
Dropouts showed higher pain scores and less decision
authority, but the absolute differences at baseline between
responders and drop-outs were small. Therefore, we do
not believe that selection bias had a strong impact on the
presented results, and we assume that the results may be
generalised to other patients consulting their general prac-
titioner for shoulder pain.
We recruited patients with shoulder pain in primary care,
which resulted in a heterogeneous working population.
The characteristics of our population may certainly differ
from workers with shoulder pain in more specific occupa-
tional settings. This does not necessarily mean that our
prediction rule is not a viable tool in other populations.
However, before considering implementation of our
prognostic model (i.e. score chart) in general or occupa-
tional practice, the generalisability ('external validity') of
the model needs to be tested in other populations of
workers with shoulder disorders [36]. First, its generalisa-
bility to other working populations can be tested. If satis-
factory, the generalisability to a community sample or
secondary care populations may be tested.
Score charts
The score charts in our study were developed to provide
primary or occupational care physicians with an easy tool
to predict the risk of shoulder pain related sick leave. The
score charts consist of easy 'yes or no' questions, and a
simple question for the intensity of shoulder pain (0–10).
Prognostic score chart for prediction of sick leave during 6 months following first consultation Figure 3
The predicted probability of sick leave during 6 months was determined by P = 1/[1+ exp - (-1.72 + 0.53 × sick leave 0–1 week 
+ 0.77 × sick leave >1 week + 0.50 × shoulder pain (4–6 points) + 0.65 × shoulder pain (7–10 points) + 0.68 × overuse due to 
usual activities + 1.38 × concomitant psychological problems)]. Instruction If a predictor is scored positively, the given weight 
needs to be filled in. Subsequently the scores are added to calculate the 'Total score'. Using the table next to the score chart 
the risk (%) of sick leave for an individual patient can be determined based on his/her total score.
Sick leave in the preceding 2 months 
none 
0-1 week 
>1 week 
Intensity of shoulder pain (0-10) 
0-3 points 
4-6 points 
7-10 points 
Perceived cause: strain or overuse during regular activities  
Reported psychological problems (anxiety, distress, depression) 
0
2
3
0
2
3
3
6
…
…
…
…
…
…
…
…
+
Total score 
d1
2 – 3 
4 – 5 
6 – 7 
8
  9 – 10 
11 – 12 
13 – 15 
Risk
10% - 20% 
20% - 30% 
30% - 40% 
40% - 50% 
50% - 60% 
60% - 70% 
70% - 80% 
80% - 90% 
Total score  …
Distribution of predicted risk for sick leave during 6 months  after first consultation (n = 298) Figure 2
Distribution of predicted risk for sick leave during 6 months 
after first consultation (n = 298).BMC Musculoskeletal Disorders 2006, 7:97 http://www.biomedcentral.com/1471-2474/7/97
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The strength of a prediction rule is the possibility to calcu-
late a risk at individual patient level. However, some vari-
ation may be expected when individual risks are
calculated. In order to take some of this uncertainty into
account, we composed risk categories with ranges of 10
percent. Such categories may be easier to communicate
with patients than point estimates with 95% confidence
intervals. Physicians may use the prediction rule pro-
grammed in a PC or PDA to calculate the risk of sick leave
for workers with shoulder pain. Because we feel that not
every physician may have direct access to such equipment,
we developed a score chart to enable easy implementation
in everyday practice. The applicability and usefulness of
the score chart needs to be further tested in a clinical prac-
tice setting.
We built a prediction model with the purpose of risk strat-
ification, i.e. to distinguish between working patients at
high or low risk of reporting sick leave because of shoul-
der pain. The prediction rule may enable clinicians to
identify workers with shoulder pain in at risk for sick
leave. Possibly a higher risk is a sign for the health care
provider to discuss work related issues.
Competing interests
The author(s) declare that they have no competing inter-
ests.
Authors' contributions
TK carried out the analysis and drafted the manuscript.
DAW, GJH, JT, YV, LMB, and participated in the design
and drafting of the study and read and approved the final
manuscript.
Acknowledgements
This study was supported by a grant (No. 904-65-09) from the Netherlands 
Organisation for Scientific Research (NWO), The Hague, The Netherlands.
References
1. Luime JJ, Koes BW, Hendriksen IJ, Burdorf A, Verhagen AP, Miedema
HS, Verhaar JA: Prevalence and incidence of shoulder pain in
the general population; a systematic review.  Scand J Rheumatol
2004, 33:73-81.
2. Van der Heijden GJMG: Shoulder disorders: a state-of-the-art
review.  Baillieres Best Pract Res Clin Rheumatol 1999, 13:287-309.
3. Bot SD, van der Waal JM, Terwee CB, van der Windt DA, Schellevis
FG, Bouter LM, Dekker J: Incidence and prevalence of com-
plaints of the neck and upper extremity in general practice.
Ann Rheum Dis 2005, 64:118-23.
4. Van der Linden MW, Westert GP, De Bakker DH, Schellevis FG:
Complaints and disorders in the population and general
practice [In Dutch: Klachten en aandoeningen in de bevolk-
ing en in de huisartsenpraktijk].  Utrecht/Bilthoven: NIVEL/
RIVM; 2005. 
5. Weevers HJ, van der Beek AJ, Anema JR, van der Wal G, van Meche-
len W: Work-related disease in general practice: a systematic
review.  Fam Pract 2005, 22:197-204.
6. Miranda H, Viikari-Juntura E, Martikainen R, Takala EP, Riihimaki H: A
Prospective study of work related factors and physical exer-
cise as predictors of shoulder pain.  Occup Environ Med 2001,
58:528-34.
7. Croft P, Pope D, Silman A: The clinical course of shoulder pain:
prospective cohort study in primary care.  BMJ 1996,
313:601-2.
8. Van der Windt DA, Koes BW, Boeke AJ, Deville W, De Jong BA,
Bouter LM: Shoulder disorders in general practice: prognostic
indicators of outcome.  Br J Gen Pract 1996, 46:519-23.
9. Winters JC, Sobel JS, Groenier KH, Arendzen JH, Meyboom-de Jong
B: The long-term course of shoulder complaints: a prospec-
tive study in general practice.  Rheumatology 1999, 38:160-3.
10. Lotters F, Meerding WJ, Burdorf A: Reduced productivity after
sickness absence due to musculoskeletal disorders and its
relation to health outcomes.  Scand J Work Environ Health 2005,
31:367-74.
11. Kuijpers T, Van der Windt DAWM, Van der Heijden GJGM, Bouter
LM: Systematic review of prognostic cohort studies on shoul-
der disorders.  Pain 2004, 109:420-431.
12. van der Windt DA, Thomas E, Pope DP, de Winter AF, Macfarlane
GJ, Bouter LM, Silman AJ: Occupational risk factors for shoulder
Pain: a systematic review.  Occup Environ Med 2000, 57:433-42.
13. IJzelenberg W, Burdorf A: Impact of musculoskeletal co-mor-
bidity of neck and upper extremities on healthcare utilisa-
tion and sickness absence for low back pain.  Occup Environ Med
2004, 61(10):806-10.
14. The Dutch college of general practitioners (NHG) Practice
Guideline   [http://nhg.artsennet.nl/upload/104/guidelines2/E08.htm
on 1 september 2003.]
15. Winters JC, de Jongh AC, van der Windt DA, Jonquière M, de Winter
AF, van der Heijden GJMG, Sobel JS, Goudswaard AN: Practice
Guideline 'Shoulder complaints' [In Dutch: NHG-Standaard
Schouderklachten].  Huisarts en wetenschap 1999, 42:222-31.
16. Karasek RA: Job demands, job decision latitude, and mental
strain: Implications for job redesign.  Admin Sci Q 1979,
24:285-308.
17. Karasek RA, Pieper CF, Schwart JE: Job content questionnaire
and user's guide: revision 1.  Los Angeles: USCLA; 1985. 
18. de Jonge J, Reuvers MM, Houtman IL, Bongers PM, Kompier MA: Lin-
ear and nonlinear relations between psychosocial job charac-
teristics, subjective outcomes, and sickness absence:
baseline results from SMASH. Study on Musculoskeletal Dis-
orders, Absenteeism, Stress, and Health.  J Occup Health Psychol
2000, 5:256-68.
19. Berg SGM, Vlaeyen JWS, Ter Kuile MM, Spinhoven P, van Breukelen
G, Kole-Snijders AMJ: Instruments for measuring chronic pain,
part 2. Pain coping and cognotion list [In Dutch: Meetinstru-
menten chronische pijn deel 2 Pijn Coping en Cognitie Lijst].
Maastricht: Pijn Kennis Centrum; 2001. 
20. Terluin B, van Rhenen W, Schaufeli W, de Haan M: The Four-
Dimensional Symptom Questionnaire (4DSQ): measuring
distress and other mental health problems in a working pop-
ulation.  Work & Stress 2004, 18:187-207.
21. Vendrig A, Deutz P, Vink I: Dutch version of the Fear-Avoidance
Beliefs Questionnaire [In Dutch: Nederlandse vertaling en
bewerking van de Fear-Avoidance Beliefs Questionnaire].
Nederlands Tijdschrift voor Pijn en Pijnbestrijding 1998, 18:11-14.
22. Vlaeyen JWS, Seelen HAM, Peters M, Jong Pd, Aretz E, Beisiegel E,
Weber WE: Fear of movement/(re)injury and muscular reac-
tivity in chronic low back pain patients: an experimental
investigation.  Pain 1999, 82:297-304.
23. Bergman GJD, Van der Heijden GJMG, Winters JC, Groenier KH,
Meyboom-deJong B, Postema K: Manipulative therapy for
patients with shoulder complaints: physical examination
results in a randomised controlled trial. Manipulative ther-
apy for shoulder complaints in general practice.  Groningen:
Drukkerij De Regenboog; 2004. 
24. Neer CS: Impingement lesions.  Clin Orthop 1983:70-77.
25. Westerberg CE, Solem-Bertoft E, Lundh I: The reliability of three
active motor tests used in painful shoulder disorders. Pres-
entation of a method of general applicability for the analysis
of reliability in the presence of pain.  Scand J Rehabil Med 1996,
28:63-70.
26. Solem-Bertoft E, Lundh I, Westerberg CE: Pain is a major deter-
minant of impaired performance in standardized active
motor tests. A study in patients with fracture of the proxi-
mal humerus.  Scand J Rehabil Med 1996, 28:71-78.
27. Bergman GJ, Winters JC, Groenier KH, Pool JJ, Meyboom-de Jong B,
Postema K, van der Heijden GJ: Manipulative therapy in additionPublish with BioMed Central    and   every 
scientist can read your work free of charge
"BioMed Central will be the most significant development for 
disseminating the results of biomedical research in our lifetime."
Sir Paul Nurse, Cancer Research UK
Your research papers will be:
available free of charge to the entire biomedical community
peer reviewed and published  immediately upon acceptance
cited in PubMed and archived on PubMed Central 
yours — you keep the copyright
Submit your manuscript here:
http://www.biomedcentral.com/info/publishing_adv.asp
BioMedcentral
BMC Musculoskeletal Disorders 2006, 7:97 http://www.biomedcentral.com/1471-2474/7/97
Page 11 of 11
(page number not for citation purposes)
to usual medical care for patients with shoulder dysfunction
and pain: a randomized, controlled trial.  Ann Intern Med 2004,
141:432-39.
28. Van der Heijden GJGM, Leffers P, Bouter LM: Shoulder disability
questionnaire design and responsiveness of a functional sta-
tus measure.  J Clin Epidemiol 2000, 53:29-38.
29. van der Windt DA, Koes BW, Deville W, Boeke AJ, de Jong BA,
Bouter LM: Effectiveness of corticosteroid injections versus
physiotherapy for treatment of painful stiff shoulder in pri-
mary care: randomised trial.  BMJ 1998, 317:1292-96.
30. Beurskens AJ, de Vet HC, Koke AJ, Lindeman E, van der Heijden GJ,
Regtop W, Knipschild PG: A patient-specific approach for meas-
uring functional status in low back pain.  J Manipulative Physiol
Ther 1999, 22:144-48.
31. Harrell FE, Lee KL, Mark DB: Multivariable prognostic models:
issues in developing models, evaluating assumptions and
adequacy, and measuring and reducing errors.  Stat Med 1996,
15:361-87.
32. Efron B, Tibshirani R: An introduction to the bootstrap. Mono-
graphs on statistics and applied probability.  New York: NY:
Chapman and Hall; 1993. 
33. Hosmer DW, Lemeshow S: Applied logistic regression.  New
York: john Wiley & Sons; 1989:135-75. 
34. Hoozemans MJ, Kuijer PP, Kingma I, van Dieen JH, de Vries WH, van
der Woude LH, Veeger DJ, van der Beek AJ, Frings-Dresen MH:
Pushing and Pulling in Association With Low Back and
Shoulder Complaints.  Occup Environ Med 2002, 59:696-702.
35. Bot SD, van der Waal JM, Terwee CB, van der Windt DA, Scholten
RJ, Bouter LM, Dekker J: Predictors of outcome in neck and
shoulder symptoms: a cohort study in general practice.  2005,
30:459-70.
36. Justice AC, Covinsky KE, Berlin JA: Assessing the generalisability
of prognostic information.  Ann Intern Med 1999, 130:515-24.
Pre-publication history
The pre-publication history for this paper can be accessed
here:
http://www.biomedcentral.com/1471-2474/7/97/prepub